evidence-based guidelines about back pain do or do not work in practice. Ways to minimise the factors that inhibit implementation were discussed in the light of whether guidelines are monodisciplinary or multidisciplinary. Examples of potential issues for debate were contained in introductory presentations. The prospects for improving implementation and reducing barriers, and the priorities for future research, were then considered by an international group of researchers. This paper summarises the conclusions of three researcher subgroups that focused on the sharing of guidelines under the headings of: (1) the content, (2) the development process, and (3) implementation. How to share the evidence and make it meaningful to practice stakeholders is the main challenge of guideline implementation. There is a need to consider the balance between the strength of evidence in multidisciplinary guidelines and the utility/ feasibility of mono-disciplinary guidelines. The usefulness of both mono-disciplinary and multidisciplinary guidelines was agreed on. However, in order to achieve consistent messages, mono-disciplinary guidelines should have a multidisciplinary parent. In other words, guidelines should be developed and monitored by a multidisciplinary team, but may be transferred to practice by mono-disciplinary messengers. Despite general agreement that multi-faceted interventions are most effective for implementing guidelines, the feasibility of doing this in busy clinical settings is questioned. Research is needed from local implementation pilots and quality monitoring studies to understand how to develop and deliver the contextual understanding required. This relates to processes of care as well as outcomes, and to social factors and policy-
Introduction
The implementation of national guidelines has become an established principle of health care, especially when these address areas of priority, high social impact or cost [8] . Low back pain is one such high-cost condition [4] . However, implementing back pain guidelines appears to be at least as problematical as for any other health area [2, 3, 10, 11, 13, 20, [22] [23] [24] , leaving a considerable gap between 'the best practice' and 'usual practice' in primary care.
It has been suggested that effective implementation operates in the same way as effective professional development, which is in a conclusive environment that promotes positive attitudes towards improving care. This should provide both the resources and time to accommodate change [16] . In practice, however, this environment can be more difficult to achieve where there are multiple stakeholders and multiple care providers. The difference in their perspectives, if not reconciled, can eliminate the benefits of evidence-based practice for patients. One important factor in doing this is thought to be the status of the guideline itself and its quality. The Appraisal of Guidelines for Research & Evaluation (AGREE) Instrument [1] , for example, provides an assessment framework for this under six quality headings. Agreed quality, however, may not necessarily be followed by acceptance and use. This may have other, more discipline-specific barriers.
The Fourth International Forum on Low Back Pain Research in Primary Care, held in Eilat, Israel in March 2000, suggested ways to narrow the gap between research results and actual practice [25] . These recommendations have considerable resonance with the literature on guideline implementation. However, so ubiquitous is back pain that many stakeholders can influence the uptake of guidelines by their acceptance or otherwise and this will be dependent on their perspectives and priorities. For example, in general practice, implementation methods have been found more likely to be effective when they operate directly on the consultation between the professional and the patient [8] . Such methods include restructuring medical records, using patient specific reminders at consultation, patient-specific feedback through an audit system and incentives in the form of gifts or credits [5, 6, 14] . Other reported important factors influencing implementation by general practitioners are clarity, absence of bias and resonance with usual practice [9, 26] . However, many general practice care decisions appear to be related to issues not differentiated in guidelines [22] , a feature which is apparently in common with the physical therapy professions [7] .
The Fifth International Forum on Low Back Pain Research in Primary Care, in Montreal in May 2002, addressed the reasons why evidence does not enter practice in the context of relations between stakeholders and under the theme, ''How Many Does it Take to Tango?''. This included a discussion of leading researchers on ''The Transfer of Research Results for Decision Making'' and involved a wide range of stakeholders from patients to policymakers. The present paper reports on the findings of a workshop of primary care researchers entitled: ''Interdisciplinarity in Primary Care'', which was central to the themes of the Forum and explored the pros and cons of tailoring guidelines to individual disciplines (Table 1) . Its content is targeted at those involved in the development, dissemination, adaptation, implementation or use of back pain guidelines, as well as to those wishing to conduct research into the obstacles and opportunities for achieving integrated, evidence-based care.
Methods
The workshops took place over 2 days. The group was multinational (Canada, Denmark, Netherlands, Sweden, UK and US) and multidisciplinary (chiropractic, general practice, osteopathy, occupational therapy, physiotherapy, psychology, public health research and rheumatology). All were active researchers. Participants were asked to respond to statements about whether primary care providers could, or should, share the same guidelines. Three presentations were given under the headings of: (1) ''The content of guidelines'', (2) ''Guideline development'', and (3) ''Implementation''. Three subgroups of five to eight participants each met to debate these topics, initially by responding to several pre-prepared statements which were designed to stimulate discussion (but did not represent the opinions of the presenters) ( Table 2 ). The group then focussed on the aims of the workshop (Table 1) . Subgroup chairmen summarised their findings making as well as health care interventions. We commend these considerations to all who are interested in the challenges of achieving betterintegrated, evidence-based care for people with back pain.
Keywords Back pain AE Guidelines AE Primary Care AE Implementation on flip charts and presented them to the combined group. The workshop chairman then summarised the findings at a subsequent plenary session of the Forum.
Results

Content
There was strong agreement that back pain guidelines should be evidence-based. Mono-disciplinary guidelines were thought to be more likely to be consensus-based as well as biased-especially in areas where evidence is weak and discipline self-interest is strong (Table 3) . However, there have been calls for mono-disciplinary guidelines from within professions. The evidence should, therefore, be as strong as possible in order to avoid the need for frequent amendments.
Multidisciplinary guidelines generally contain recommendations linked to strong evidence, rather than from the interests and perspectives of intended users where there may be little or no evidence upon which to base guidance. In order to achieve consistent messages, therefore, mono-disciplinary guidelines should have a multidisciplinary parent and be developed, and monitored, by a multidisciplinary team. The actual transfer of guidelines to practice can be overseen by disciplinespecific messengers which might facilitate uptake. Mono-disciplinary guidelines should be fashioned in the same language and format as the multidisciplinary parent guideline (i.e. refer to the same patient outcomes, evidence and interventions). However, they should not be over-structured or over-standardised. They will inevitably contain recommendations about interventions that do not apply to all care providers. Even though the content is audience-specific, the message carried by each mono-disciplinary guideline should be consistent with every other. This enhances the consensus about which roles are shared and which are exclusive, breaks down ''silos'', builds cross-disciplinary collaboration and avoids potentially confusing multiple messages to carers.
Guidelines development
Some kind of formulation is needed of the preferred circumstances and prerequisites for choosing to develop either mono-disciplinary or multidisciplinary guidelines. Close to the core of this issue is the feasibility of the recommendation for its recipient, whose practice behaviour may be strongly influenced from within a professional group. It can be argued that disciplines that have low interest in a multidisciplinary perspective may be better served by a mono-disciplinary guideline. However, there is poor agreement between guideline developers about the relevance of behaviour change by patients and care providers, as opposed to the evidence itself. Table 2 Workshop subgroups' assigned considerations Subgroup A-content of guidelines: Mono-disciplinary guidelines are more detailed than multidisciplinary guidelines Mono-disciplinary guidelines are more innovative than multidisciplinary guidelines Multidisciplinary guidelines are a tower of Babel Multidisciplinary guidelines are more likely to deviate from 'the norm' or from 'routine care' of separate health care professions Mono-disciplinary guidelines reflect the interests of the discipline concerned even if they are evidence-based Subgroup B-process of guidelines development: Multidisciplinary peer-review of mono-disciplinary guidelines is the best option Multidisciplinary guidelines should be the 'gold standard' from which mono-disciplinary guidelines may derive Mono-disciplinary guidelines should always precede multidisciplinary guidelines Subgroup C-implementation of guidelines: Multidisciplinary guidelines are more widely supported Multidisciplinary guidelines are the only way to stop the overload of guidelines Multidisciplinary guidelines stand a greater chance of unifying practice The implementation of multidisciplinary guidelines required additional contextual explanation The multi-faceted interventions required to get multidisciplinary guidelines implemented are too onerous Multidisciplinary guidelines may reduce the guidelines overload and by their very nature achieve wider support. They may also be a basis for mono-disciplinary offsprings. If so, the parent guideline development should involve all relevant stakeholders (providers, consumers, payers, policy makers) in a multidisciplinary team. However, the offspring mono-disciplinary guideline still needs to be subjected to multidisciplinary peerreview, by a team carefully chosen in order to retain the balance between evidence and professional relevance. Guidelines should give advice about behaviour and interventions, and recommendations about access to care should not be included (Fig. 1) .
Implementation
Primary care back pain guidelines are meant to help clinicians in caring for patients in the wider context of health (the biopsychosocial model), without neglecting the need to adequately investigate underlying disease where necessary. However, implementation seems full of uncertainty. Disseminating a guideline may be dependent on the politics of the day and the implementation of evidence-based recommendations can be overridden by, for example, reimbursement systems. The influence of commercial interests on clinical practice needs to be acknowledged. Implementation can also be seriously influenced by the workloads of the practitioners, therefore, adequate efforts also need to go to education of the public at large. However, the main challenge of guideline implementation is how to share the evidence in the first place and make it meaningful to stakeholders.
A good mono-disciplinary guideline will be easier to implement, but multidisciplinary guidelines were felt to have a greater chance of unifying practice (especially for general practice and professions allied to medicine). If successfully implemented, these should help reduce fragmentation in care by achieving consistency across professions and delivering common messages. However, there is a danger that they can be seen as being directed at general practitioners and of lesser relevance to other professionals. Multidisciplinary guidelines need more contextual information than mono-disciplinary guidelines to avoid this. Inevitably this requires more effort and resources.
The most widely accepted implementation strategies centre around multi-faceted initiatives, targeting different barriers [18] . However, this can be prohibitively expensive. It is also important to target policymakers as well as care providers. Competing initiatives and priorities have been implicated in failed implementation resulting in wasted effort and missed opportunities [12] . National messages are needed to have best effect and should have multidisciplinary emphases. Whether multidisciplinary or mono-disciplinary, where there is consensus about a guideline it should be easier to implement. Funding for implementation interventions was also a major concern. The lack of governmental funding and the lack of time for the different professions to actually read the guideline and take part in different interventions to facilitate guideline use were also identified as barriers. These issues have to be solved in order to achieve successful implementation.
Research agenda
Future research in the implementation of primary care back pain guidance should prioritise: (1) the piloting of Fig. 1 Guideline development model implementation strategies at local levels, (2) barriers to guideline implementation, and (3) the process and clinical outcomes of implementation. This would include the understanding, beliefs and attitudes of stakeholders, including policymakers. For carers, it could be aimed at explaining clinical behaviour and allow the generation and piloting of cost-effective implementation strategies. Outcomes of these strategies should be carefully monitored for their effects on both the process and the clinical outcomes for patient care.
The piloting of implementation strategies at local levels
There is little research to inform the contextual information needed to assist in the implementation of multidisciplinary guidelines. How and when to deliver this contextual information and where to target the resources are questions still outstanding. Small local pilots of the implementation of national guidance should give clues to this, and could helpfully inform national strategies. Despite the evidence for multi-faceted interventions [17] , the resources and/or the political will for them are often lacking. Such pilots would seek to draw on the experience of the few who have attempted to develop and deliver such contextual information and increase the number of individuals with this experience.
It should be possible to monitor the results of implementation strategies that include carefully formulated, contextual information. The response of stakeholders to this, as well as the process and outcome of care, would then need to be taken into account. Successful guideline implementation at local levels might therefore be a two-stage process. By first identifying where context can be tailored to produce a shared understanding and resources targeted to action it, it might be possible to produce better implementation and, consequently, better outcomes for patients.
Investigation of barriers to implementation
There is some published evidence about what the barriers are to back pain recommendations in general practice [3, 12, 15, 22, 23] , and even less for other disciplines. These perceptions may have much in common with other clinical areas, where there is research to inform the questions to ask [19] . Reasons for reluctance to change practice behaviour are thought to include financial disincentives but, as yet, there is little evidence to confirm this. For some, lack of access to the treatments recommended may be a strong disincentive, and outcomes research linked to interventions in patient subgroups is a large area awaiting clarification. Documentation is needed of patient care experiences in order to allow anticipation of the types of barriers and opportunities that can arise.
Monitoring of the process and clinical outcomes of implementation
The processes of care (e.g. clinician behaviour, care utilisation patterns, referral and adherence to the guideline) are as important to clinical outcomes as interventions themselves. The monitoring of these, along with their predictive relationships to clinical, social and cost outcomes, may reveal opportunities as well as barriers to be overcome. This monitoring could be done in the context of a well-defined quality assurance system. The construction of regional or national quality databases to monitor the processes of care and their outcomes could be part of such a quality assurance system. This would build upon the local pilots mentioned above, but would be an advance on them, being based on chosen combinations of specific evidence based implementation strategies. These should also be tested for feasibility in local target user groups.
Discussion
From this workshop, there were clear reasons for the need for multidisciplinary parent guidelines (Table 4) . Multidisciplinary guidelines were considered not to be more onerous than mono-disciplinary ones, especially when the anticipated reduction in fragmentation and duplication of care is considered. If developed by a multidisciplinary team, a role for their professions is implied, and this should enhance acceptance. However, where there is no teamwork between providers, monodisciplinary guidelines can be useful and might have networked components within multidisciplinary guidelines. Recommendations to bear in mind when implementing these are presented in Table 5 .
Obstacles to guideline implementation in health care suggest the need to research the attitudes and beliefs of the main stakeholders themselves to changing practice [19] . These issues extend well beyond care providers since, even if universally agreed in principle, practical barriers, for example, in the workplace [21] , may have to be eliminated before implementation is possible. Efforts will be needed to respond to different stakeholder con- cerns if the implementation of low back pain guidelines is to work. Practitioners can, for example, become engaged if guideline implementation is a part of a public awareness, educational or research program in which they already have a part (especially, if these are highly interactive).
Conclusions
There was consensus among the participants of this workshop that multidisciplinary guidelines have several advantages compared with mono-disciplinary guidelines regarding content, development and implementation.
Research on identification of barriers and strategies to overcome them are direly needed. 
